Introduction
The acquired immune deficiency syndrome (AIDS) is an unprecedented epidemic of immunocompromise, resulting in opportunist infections, Kaposi' s Sarcoma, and other unusual neoplasms. 1-9 It was first documented in mid-1981, and over 3000 cases had been reported by December 1983, including 36 in the United Kingdom.'0 " Over 70% of cases of AIDS have occurred in homosexual men. 12 The epidemiological features are compatible with a sexually transmitted, blood borne agent. '3 The clinical features suggest a variable latent period, followed by prodromal non-specific symptoms of weight loss, fever, night sweats, and malaise.3 4 The most common opportunist infection is Pneumocystis carinii pneumonia, which occurs in 50% of all cases of AIDS in the United States of America. '2 Case reports CASE 1 A 22 year old male homosexual prostitute was well until June 1982, when he presented to his general practitioner with fever, night sweats, and weight loss. A chest x ray showed an opacity in the right third interspace, and he was admitted to a local hospital for investigation. On admission, he was noted to have a swinging fever, oral candidiasis, ulcerating perianal herpes simplex, and pancytopenia. The opacity seen on chest x ray proved to be a bifid rib. Blood cultures were repeatedly sterile, and a bone marrow examination showed only normocellular marrow. A therapeutic trial of broad spectrum antibiotics failed to control the fever, and treatment with oxymethalone was started for the pancytopenia. The patient was discharged, and he returned to his home town. The fever, oral candidiasis, and pancytopenia persisted. Between January and June 1983 he was admitted to another hospital on seven occasions for investigation. Oesophageal candidiasis was confirmed by endoscopy, and two episodes of chest infection resolved on treatment with cotrimoxazole without an agent being identified. Over this period, seven grand mal epileptic fits were reported, although there was no history of epilepsy. A computed tomography scan of the head -and an electroencephalogram showed no focal abnormality, and examination of the cerebrospinal fluid showed no cells, but a raised protein concentration (1 -6 g/ 1). The patient became increasingly lethargic and apathetic and was transferred to this hospital in August 1983.
On admission, the patient was appreciably wasted (weight 38 5 kg) with oral candidiasis, ulcerating infection with herpes simplex perianally and in the anal canal, and with tender hepatomegaly. He was anaemic, with a blood haemoglobin concentration of 1-03 g/dl and a total lymphocyte count of 0-6 x 109/l. There was anergy to three recall antigens, and an absolute depletion of T helper lymphocyte phenotype (0-23 x 109/1). Gastroduodenoscopy showed candidal oesophagitis, with a 2 cm duodenal ulcer. Despite frequent small haemoptyses, the chest x ray remained clear. Lung function tests, however, showed a pronounced reduction in carbon monoxide J N Weber, D J Carmichael, N Sawyer, A J Pinching, and J R W Harris transfer factor (TICO) (30/o of that predicted), with preserved spirometry. A fibreoptic brochoscopy with lavage and transbronchial biopsy showed no pathogens.
The herpetic ulceration and fever settled on treatment with oral acyclovir 1 g a day, and both returned on withdrawal of this drug, which has since been maintained at 200 mg three times a day. The candidiasis is controlled, but not eradicated, by amphotericin lozenges, nystatin suspension, and oral ketoconazole. Despite symptomatic healing of his duodenal ulcer the wasting has been resistant to treatment; however, there has recently been a 4 kg weight gain. His mental state improved spontaneously, and his fits have been controlled with anticonvulsant treatment.
The patient has never travelled outside the UK and had no known contact with AIDS, although clearly his previous occupation put him at risk of contact with a large number of casual partners. He is currently living independently as an outpatient. CASE 2 A 52 year old male homosexual executive was well until March 1983, when he developed anorexia, severe weight loss (>12 kg), and overwhelming malaise. A pancreatic neoplasm was suspected, but whole body computed tomography and endoscopic retrograde cholangiopancreatography gave negative results in August, although the latter procedure showed pronounced oral and oesophageal candidiasis. In view of the probable diagnosis and severe constitutional symptoms, treatment with prednisolone 40 mg a day was started and the patient went to Malta to convalesce. One week later he developed fever, night sweats, and confusion. On his return to the UK, blood cultures grew Salmonella typhimurium, which was also isolated from the stool, and the appropriate antibiotics were started. The septicaemia persisted, and the patient was transferred to this hospital.
On admission he was noted to have florid oral candidiasis and a fluctuating mental state. There was lymphopenia (lymphocyte count 0 8 x 109/l, T helpers 0 * 18 x 10/l) with otherwise unremarkable blood tests. Blood culture confirmed infection with Salmonella typhimurium, with extensive colonisation of the gut and skin. Computed tomography scanning of the head, electroencepalogram, and examination of cerebrospinal fluid failed to find a specific cause for the altered mental state. A polyomavirus, which was neither JC nor BK, was later isolated from the urine. The relevance of this virus is uncertain at present. The antibiotic regimen was augmented to include all three drugs to which the organism was sensitive (gentamicin, mecillinam, and colistin), but it was never possible to eradicate the resistant salmonella bacteraemia. He died of toxaemia after nine weeks of continuous septicaemia. The The patient had visited Canada in 1978, but had not been to the USA or to Haiti in the past five years. He had had large numbers of casual sexual partners in the UK, but had no known contacts with AIDS.
Discussion
Owing to the different environment, the pattern of infectious diseases in the USA differs from that in the UK. For this reason, the pattern of opportunistic infections in AIDS in this country cannot be assumed to be identical to that previously reported from the USA. Analysis of the small number of cases at this hospital indicates some notable differences from the general American pattern.
Pneumocystis carinii was not isolated in any of these cases, despite adequate transbronchial biopsy and bronchial lavage with appropriate staining. Open lung biopsy was not possible in the two fatal cases of pneumonia, owing to the rapid development of severe hypoxia; however, neither of these patients responded to empirical treatment with high dose cotrimoxazole. The cause of the fulminant pneumonia was not identified in one case (case 5) despite postmortem lung biopsy. In case 3, a probable diagnosis of Candida albicans pneumonia was made on cytological examination only. It would be J N Weber, D J Carmichael, N Sawyer, A J Pinching, and J R W Harris expected that Pneumocystis spp would be identified by fibreoptic bronchoscopy in 85% of cases. 22 The incidence of infection with Salmonella spp (cases 2 
